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The convention found inmost ofthe literature will be used: The lowercase word
deafrefers to the audiological condition ofnot hearing and the uppercase Deafrefers to a
particular group ofdeafpeople who share a language (Padden and Humphries, 1988,
Higgins and Nash 1996, Sacks 1989, Jankowowski, 1997, Tucker 1997). Research on
alcoholism in the hearing community has intensified and funding has increased in order
to find ways for prevention. However, research on alcoholism among the Deaf
community significantly lags behind that of the hearing world. This is due at least in part
to the strong discomfort in discussing the topic and a negative stigma attached to those
that may be identified as having a substance abuse problem (Guthmann and Sandberg,
1995). In every cultme communication seems to be apparent, however the Deafculture
contains two unique features. One is that there is not always a common language between
parent and child and there is no written form of their language. Therefore, the Deaf
culture becomes distinct, and through this distinctness, it becomes isolated (Redon,
1992). As Padden and Humphries (1988) pointed out, most hearing people believe that
the Deafperson not only lacks the ability to use sound for human communication but also
the ability to know the world directly. They maintain that Deafpeople cannot have access
to the word because it is primarily conveyed by soimd, therefore, the Deafperson is
locked “on the other side” of the sound barrier.
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This study aims to identify the linkage of isolation and the high rate ofalcoholism
in the Deafand hard ofhearing population. A linkage would emphasize a need for a
stronger inclusion ofthe Deafpopulation into the hearing community. The results should
also be used to enhance the awareness ofparents ofhearing-impaired children about their
social isolation and potential future ofdrinking problems; and assist professionals that
provide services to the deafpopulation in treatment or as educators. Due to the very
nature of the disability, deafiiess is often associated with isolation. Likewise, alcoholism
has been identified for many years with isolation (Armor, Polich, and Stambul 1978;
Sandmaier 1980; Stien 1985; [as found in Redon 1992]). This study will attempt to
examine the effects of the isolated environment of the hearing world on the Deaf
community’s alcoholism rate. Redon (1992) pointed out that Deafalcoholics maybe
twice as isolated from society because of their alcoholism and their deafiiess. As
previously presented there is large number ofDeafpeople who are currently experiencing
alcoholism, social workers will come into contact with many of these clients. This
population continues to be underrepresented in service and research.
Backgroimd ofthe Problem
There are approximately 4 million hearing-impaired people living in the United
States (Lipton and Goldstein, 1997), ofwhom 2,250,000 are reported to be profoundly
deaf (unable to hear regardless of type ofaid). Additionally, approximately 20 percent to
30 percent of the hearing-impaired people have an alcohol problem (compared to 5.6
percent in the hearing community). According to Holt, Hotto, and Cole (1994), the Deaf
population’s numbers for state and local estimates are not available. This is due to the
household samples in the national surveys not selecting the representation of states and
localities. Holt, Hotto, and Cole (1994) went on to point out that the U.S. Bureau of the
Census has not included a question on hearing impairment since 1930. The extent of
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alcoholism among the Deafand hard ofhearing population is one of the most
controversial and diflBcult issues that the Deafcommunities must confront (Crawford,
1997). Boros, 1980 (as cited in Crawford, 1997), and Lipton and Goldstein (1997),
believed that the controversy is due to Deafcommunities spending many years rejecting
the labeling of “deafand dumb” and consequently fearing the label of “deafand drunk”.
The controversy of the topic ofalcoholism then results in denial ofproblem drinking, the
exertion of strong social controls through a gossip network (gossip ofalcohol problems
not allowed outside the community) to protect their public image, lack of support, a
tendency to seclude problem drinkers and sometimes displays ofopposition to drinking
programs. With this in mind, the numbers of studies were few, yet there were several
theories about the cause of the prevalence ofalcoholism in the Deaf community. For
example, there are few job opportunities available which is possibly due to the
unwillingness to accommodate the needs of the Deafor hard ofhearing employees. This
could include special telephone equipment, the TTY (teletypewriters) from which a Deaf
or hard ofhearing person can communicate by sending and receiving a text message.
They may also require qualified interpreters for staffmeetings, which could be expensive
$25 to $35 an hour. (Jankowski, 1997). Although the Americans with Disabilities Act
(ADA) requires employers to provide reasonable accommodations for Deafor hard of
hearing employees, many places find ways to resist hiring members of the Deaf
community (Tucker, 1997).
Bat-Chava (1994) found low self-esteem to be a key fector for the Deafand hard
ofhearing high alcoholism rate due to a theory that group identification positively
contributes to self-esteem. Bat-Chava’s theory suggests that the interactive effect of
deafiiess orientation and group identification on self-esteem is ofgreat importance to the
group. Once members identify with their minority group the group may serve to protect
4
their self-esteem. Therefore, once the Deafpersons are in the hearing environments, there
is less group identification than in the Deaf residential school or community.
This study will focus on the effect of the isolated environment ofthe
predominately hearing world, the Deaf and hard ofhearing population must attempt to
live in upon leaving the special adapted or something like a residential school.
Statement of the problem
The literature suggests that alcohol and drug abuse are at least as prevalent among
the Deaf population as in the general population (8 to 10 percent range) (Guthmann and
Sandberg, 1995). It is estimated that in 1980 there may have been 73,000 Deaf alcoholics
and over 150,000 Deaf people who abuse other illegal substances totaling over 200,000
Deaf substance abusers in the United States (according to the National Institute on
Alcohol Abuse and Alcoholism and the National Institute on Drug Abuse, 1997).
In residential schools deaf students are surroimded by people who are able to
communicate meaningfully with them, like teachers and classmates. However, when they
are exposed to the world where very few can communicate with them, their experience
becomes traumatic. Crawford (1997) explained that it is common for Deafpeople
develop a significant language developmental delay and deficiency. Only 20-30percent of
the language can be lip-read. And only 60percent ofwhat is lip-read is imderstood, that
means that on average 80 percent of a conversation might be lost. Also, it is important to
note that for Deafpeople who use ASL (American Sign Language which has its own
unique vocabulary and grammar), English is a second language.
In this study, alcoholism is defined as the habitual use ofalcoholic liquor despite
its harmful consequences and without the ability to stop (Guthmann and Sandberg, 1998,
Lipton and Goldstein, 1997). Deafiiess is considered as the missing ability of a person to
process linguistic information through audition, with or without hearing aids (Lipton and
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Goldstein, 1997, Crawford, 1997). For the purpose ofthis study, isolation is defined as a
perceived or real exclusion fi’om those of the hearing population as through rejection
(Nezlek and Kowalski, 1997; Bauemister and Tice, 1990; Leary, 1990). The researcher
contends that the level ofalcoholism and isolation experienced by the Deaf is related to
communication gaps between signer and non-signers.
Significance of the Study
The intent of the researcher, in this study, is to contribute to the imderstanding of
how isolation is a key factor in the rate of alcoholism among the Deaf So fer, very little
investigations have been done in this area, compared to the hearing world. A relationship
between isolation of the Deaf and hard of hearing and their alcoholism rate might, if
applicable, prove to be crucial for the curriculum planner of residential schools for the
Deaf. A deeper understanding of the special problems of the Deaf community might also
help those who encounter the Deaf population during treatment. A therapist who knows
why the person is turning to alcohol may be able to assist them better to overcome their
problems. Parents of the Deaf students will also benefit, by knowing in advance how to
prepare their children for a world that is mostly uneducated about the social world of the
Deaf
CHAPTER TWO
REVIEW OF THE LITERATURE
On average in the United States, deafiiess is usually confirmed at the age of two-and-
a-halfyears, although most parents are aware that something is not right before diagnosis.
Why is the diagnosis so late? The vast majority ofpediatricians put off early testing, so
many valuable months have passed before the diagnosis ofdeafiiess is confirmed
(Zapien, 1998). The majority (90percent) ofDeafchildren are bom to hearing parents.
The physician might tell the parents about the possibility that the child may learn to speak
by wearing hearing aids if the parents continue to speak to her/him as usual. Parents' hope
ofhopes obviously is that the Deafchild will have a normal life. Therefore they follow
the doctor’s advice (Robinson, 1990). Therefore, the parents use spoken English with the
Deafchild, thus leading to there being no common language between the parent and the
Deaf child. Imagine a Deaf child sitting at the dinner table and spoken conversation is
going on, no one signs. This is what Robinson (1990) called “mental isolation”.
While everyone else is talking and laughing the deafchild is as far away as a lone
person in a desert that stretches along every horizon... They thirst for connection.
They are suffocating inside but they cannot tell anyone ofthis horrible feeling, they
do not know how. The Deaf child gets the impression that nobody understands nor
cares.... They are not granted even the illusion ofparticipation... They are expected
to spend fifteen years in the straitjacket of speech training and lip reading... their
parents never bother to put in an hour a day to learn sign language or some part of it.
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One hour of twenty-four that can change a life time for the Deafchild (an excerpt of
Leo Jacobs autobiography as found in Sack, 1989, p. 87).
The next logical step is school, where the Deafchild usually learns both American
Sign Language and the Deafculture. Residential schools are the type of school that most
Deafadults and many ofthe Deafchildren attend today. These are boarding schools that
are usually state-flmded, specifically for Deafchildren fi-om as young as preschool
through high school. Almost every state had fimded at least one “school for the Deaf’
between 1817 and 1980. Children attending these boarding schools typically return home
only for weekends and holidays. Although there are some “oral” residential schools,
which officially do not allow the use of sign language, most residential schools utilize
sign language as a primary form ofcommunication (Padden and Humphries 1988,
Baynton, 1996). Upon completion ofhigh school the students move into the “real world”
ofnon-signers. Isolation in the hearing environment is an experience that Deafpersons
were not prepared for by the residential schools; something the schools must not forget
about or ignore.
The current research on substance abuse among the Deaf stressed the need for
specialized substance abuse services for the Deafand hard ofhearing. Redon (1992),
Guthmaim and Sandberg (1995), Crawford (1997), and Guthmann (1996), found that
large numbers ofDeafalcoholism agencies practice inadequate treatment because the
programs have been designed for verbal, hearing clients. It seems that counselors do not
understand the psychosocial aspects ofDeafiiess, or the specific forms ofdenial that it
causes. Most of the therapists are not able to communicate in sign language, which
tremendously limits the success oftheir treatment. Agency budgets usually do not include
fimds for sign language interpreters. Therefore, confusion and ambivalence follow in
these situations, causing Deafalcoholics to avoid agencies, increasing their finistration
8
(and their denial) about being different (Guthmann, Lybarger, and Sandberg, 1996).
However, some researchers have tried to find the cause ofalcohol abuse in the hearing-
impaired community by looking at group dynamics, lack ofparental communication,
cultural differences, residential schools, and social isolation to name a few.
Since the first settlers reached New England’s shores, alcohol has been a part of
American culture. The settlers drank to ward off the chiU in winter, to escape their
troubles in hard times, and to socialize in better times. Over the centuries, drinking
continued to be important in Americans’ life (Wolff, 1999). Alcoholism, the addiction to
alcohol, affects approximately 14 million Americans (about 5.6 percent ofthe adult
hearing population) who meet the diagnostic criteria for alcohol abuse. In contrast,
approximately 20 to 30 percent of the 2,099,400 hearing-impaired people living in the
United States suffer fi-om alcohol dependence (Grant, et al., 1994; Miller and Gold,
1991).
The literature notes that the hearing population’s alcohol abuse problem may stem
fi'om confusing messages fi-om the media, real life, and parents. Grant et al. (1994), also
point out that the availability of alcohol is a possible cause ofalcoholism in the hearing
community, along with alcohol advertising. Also noted, alcohol and other substance
abuse is at least as prevalent among the Deafand hard ofhearing population as in the
general population (Redon, 1992). Possible explanations of the prevalence ofalcoholism
among the Deaf and hard ofhearing population are the mistrust ofpredominantly hearing
providers, isolation firom regular modes of communication, and lack ofmeaningful
communication with their parents (Sullivan, Lowe, and Steinberg, 1998; Redon, 1992;




As of 1991, the United States have recorded 21,500, 000 Deafmen, women, and
children. That is 86 out ofevery 1,000 people in the United States. Geographically there
is not much difference in distribution throughout the four regions ofthe U.S.; per 1,000
the Northeast with 71, Midwest with 96, South with 88, and West with 86 (Lane, 1993).
These authors also noted that men with 61.4 percent are at greater risk ofhearing
impairment than women with only 38.6 percent. The gender difference was first noted in
1830 and has yet to be satisfactorily explained. Another persistent finding ofHiggins and
Nash (1996) is that Caucasians tend to have higher rates of impaired hearing and
Deafiiess than non-Caucasians. The numbers reported for the Caucasians hearing
impaired population is more than double that for blacks and other non-Caucasians. In
comparison to the hearing population, 40 percent ofDeafmen did not complete high
school, whereas this was true for only 20 percent ofhearing men. About 36 percent of
both hearing and Deafmen graduated fi'om high school, but Deafmen were less likely to
have attended some college, (llpercent versus 18 percent), or four years and more years
ofcollege (13 percent versus 25 percent) than hearing men. A discrepancy was also
found between Deafand hearing women in 1990-1991. About 35 percent ofDeafwomen
did not finish high school, as opposed to 20 percent ofhearing womeiL The high school
graduation rate is 39 percent Deafpersons versus 42 percent hearing persons, and 17 to
19 percent having attended some college, which proved to be very similar. Only about
nine percent ofDeafwomen graduated from college this was true for over 19 percent of
hearing women (Lane, 1993). Although Deafpeople represent only a small portion of the




Brand and Coetzer (1994), suggest that the parents’ education and stress level
may contribute to alcoholism or other pathologies later on in their grown up Deaf
children. He found that the environment in which the child grew up depended on the
parent’s coping skills. If the parents had good coping skills, the parents would be more
apt to become adjusted. They will work at providing a healthy family environment. This
is done by meeting the child’s special communication needs, by understanding that it has
special social needs (again this focus on communication, and many other needs). Another
study, Lipton and Goldstein (1997) focuses on the parents’ lack ofmeaningful
communication with their children. They stated that 80 percent of the Deaf children are
bom to hearing parents, and although they may create home-signs (signs indicating
hunger, sleep, etc.); there are never enough signs to express the tme emotional needs of
the child or for that matter ofthe parents. Most hearing parents have never thought much
about deafiiess before having a Deaf child, thus their initial views ofdea&ess are shaped
by health professionals and educators. Consequently, most hearing parents initially adopt
a negative view ofdeafiiess (Bat-Chava, 1994). Taking into account the importance of
the parental communication, the lack ofexchange continues to be an issue ofmost Deaf
children attending residential school. Bat-Chava (1994) points out that group members
may serve as a shield against the negative attitudes that the hearing majority holds toward
Deafpersons. For example, the acceptance and use of sign language may be viewed as an
acceptance ofone’s Deafiiess, which would lead to higher self-esteem.
American Sign Language (ASLl
According to Neisser (1983), American Sign Language (ASL) is rarely observed
by hearing people. Most Deaf people use ASL when they are together. Thus, a group of
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Deaf people converse in ASL among themselves; but if a hearing person joins them they
at once switch to signed English returning to ASL as soon as the other person is gone
(Sacks, 1989). By definition, true languages are those that have been used and elaborated
by generations of native users. There are very few native ASL signers in the country:
Deaf children ofDeaf parents (about 10 percent). Though most Deafpeople in the United
States know and use ASL fluently, they typically learned it late in childhood at the
schools for the Deaf. It is learned fi'om those among them who had Deafparents, and then
is passed on to each other. ASL is said to be the only language in the world that have
been transmitted fi’om child to child (Jankowowski 1997).
ASL is known in the nineteenth century as “the natural language ofsigns”. This is
a language in which the shapes, positions, and movements of the hands are combined
with complex uses ofnon-hand signals, such as facial expressions and movement of the
head and the body in order to create a variety of linguistic possibilities as diverse as the
combinations of sounds used in oral sounds. This langtiage was neither invented nor is it
universal but it has rather evolved within its community over many years (Baynton,
1996).
Residential Schools of the Deaf
The first permanent school for the “deafand dumb” in the U.S. were established
in 1817, in Hartford, Connecticut. The school became the setting for the emergence of the
American Deafcommunity. Shortly afterwards, other schools followed in other states,
primarily founded by those who themselves were Deaf (Jankowowski, 1997). Today the
state government fimds residential schools for the Deaf In many of these schools. Deaf
children spend a lot ofyears (pre-K-12* grade) among Deafpeople during their school
years. The most impacting aspect ofthe residential life is the dormitory environment,
where children not only learn sign language, but also the content ofculture. Therefore,
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the school becomes hubs ofthe Deafcommunities that surround them, preserving for the
next generation the culture ofthe earlier ones (Padden and Humphries, 1988).
DeafCommunity
Under the concept of the Deafculture, deafiiess is not a disability that needs to be
fixed. Deaf culturists feel that society should not focus on a cure for deafiiess, instead
they should accept Deafpeople as a cultural minority and respect their rights to live as
Deafpeople (Tucker, 1997). Like most subcultures the Deafworld is formed partly by
exclusions, in this case exclusion from the hearing would, and partly by the formation of
a community and a world around a different center, its own center (Sacks, 1989).
Members of the Deafcultural community have coined the phrase “Deaf is dandy,” which
they seek to popularize in much the same way as Afiican Americans popularized “ Black
is beautifiil”. Deafculturists claim the right to their own “ethnicity” with their own
language and culture (Tucker, 1997). There is a present vision in the Deafcommunity of
multiculturalism. In Jankowowski (1997), Roslyn Rosen describes what a “Utopia” for
Deafpeople would be like;
There would be no difference in education, employment, communications and
community life.... There would be total access, around the clock, on television, in
movie theaters, over the phone, and in any human interactions.... There would be
captions and signers everywhere.... Deafpeople would manage programs serving deaf
people. In the absence ofattitudinal barriers, paternalism would fly out the window.
There would be total acceptance ofa multicultural society and valuing ofnatural
differences in people. There would be true partnerships between deafand non-deaf
people in all walks of life (Rosen 1990, p. 107).”
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Anonymous (1992), research reveled that the Deafcommunity is separate from
the walking disability groups by the virtue ofcommxinication process. The Deaf
community considers itselfaminority group, a separate entity because of its unique
culture, form of language and social norms. Within the Deafcommunity, there are
approximately eight subgroups and 20 communication modes/sign language systems. The
Deafcommunity is a multi-cultural community that includes African-Americans, Asian
Pacific-Islanders, Hispanics, Native Americans, and Whites to name a few. Hearing
people get about 75 percent oftheir information through aural means such as radio,
television, telephone and other people’s conversations. Only about 25 percent ofhearing
people’s information is acquired is through other methods. Of this 25 percent receivable
information. Deafpeople even acquire only half and sometimes less ofwhat is
communicated.
American Sign Language is not a written language, therefore, some deafpeople’s
reading and writing skills vary between third and fifth grade level Deafpeople who are
fluent in English and ASL reach higher reading and writing level (Deafand Hard of
Hearing Access Program, 1996). A typical Deafperson’s thought process is more in
terms ofvisual and logical concepts, not verbal and auditory concepts. The median
economic level of the Deafcommunity is below the lower middle class. Many Deaf
people receive Supplementary Security Income (SSI) as their means of support.
Demographically, the Deafcommunity parallels other minority groups in terms of
rmderachievement, underemployment and unemployment. For years. Deafpeople have
experienced oppression though inferior education, and by the hearing people’s denial of
the Deafculture and ASL as a language. In view of these barriers that are unique to the
DeafCommunity, the Deafcommunity wants to be recognized not pitied. The Deaf
community would like to be viewed as a distinct culture, however they are hopping that
in the fiiture they will gain total access to the world that includes human interaction.
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Alcoholism in America
In the United States we typically maintain two views on alcoholism. Alcoholism
is considered a habit or a disease. Researchers Schaler (1991), Kohn (1991), Trimpely
(1992), Kishline (1994), believe alcoholism to be a habit, a learned behavior that is
frequently repeated. This means that drinking itself, included heavy drinking, is not
caused by disease but by learning. The individual must voluntarily consume alcohol in
feirly large amounts before they have an alcohol problem. On the other hand, today’s
more common opinion considers alcoholism as a disease. Gorski (1996), Blum and Payne
(1991), Kendler et al. (1992) found that alcoholism is not a simple matter ofweak will
power, or even a response to neurosis, or other underlying psychiatric illness. Alcoholism
is a type ofbiochemical disorder. The disease is often both progressive and fatal. It is
characterized by impaired control over drinking, preoccupation with the drug alcohol use
despite adverse consequences and distortion in the thought processes.
The criteria for determining the prevalence ofalcoholism vary greatly from study
to study, from decade to decade, and from discipline to discipline. The criteria for
alcoholism today are by no means universally agreed upon. Despite the problems of
ascertaining prevalence and the pattern ofuse among the hearing population, there exist
several studies that explore the prevalence ofalcoholism and reflect its extent. Some of
the statistics reported by National Institutes on Drug Abuse (NIDA), and National
Institutes on Alcoholism and Alcohol Abuse (NIAAA) stated that 90 percent Americans
have had a drink ofalcohol at some point in their lives. And according to the most
rigorous study, (Miller and Gold, 1991), about 16percent of the population suffers from
alcoholism. Alcoholics consume SOpercent ofthe alcohol The average age ofonset of
alcoholism in the United States is 22 years for males and 25 years for females (Miller and
Gold, 1991). The age groups that predominates in the prevalence ofalcoholism is 18-29
years for Caucasian people (men and women), 45-64 years for African Americans, and
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alcoholism in the United States is 22 years for males and 25 years for females (Miller and
Gold, 1991). The age groups that predominates in the prevalence ofalcoholism is 18-29
years for Caucasian people (men and women), 45-64 years for African Americans, and
30-44 years for Hispanic men and 18-29 years for Hispanic women (Robins, Helzer,
Przybeck, and Regiev as found in Miller and Gold, 1991). About 16percent ofalcoholics
complete grades 0-7*, 11.1 percent complete the 8* grade, those completing 9-11/GED
account for 12.8 percent. 13.8 percent reaches college level, and lOpercent graduate from
college. The duration ofalcoholism has also been predicted. According to the studies, the
mean duration ofalcoholism is nine years for those who eventually experience a
remission of 1 year or more. The typical duration ofalcoholism is between 1 and 5 years.
It is also noted that alcoholism can and does develop within a year (Robins, Helzer,
Przybeck, and Regiev as cited in Miller and Gold, 1991). The prevalence ofalcoholism in
America conjSrms that alcoholism is the most common psychiatric disorder in the United
States (Miller and Gold, 1991).
Social Isolation of the Deaf
Deafpersons often have negative experiences with the hearing world. These
experiences have been described as alienation, oppression, or paternalism (Schein 1989,
Lane, Hofl&neister, and Bahan 1996, Lane 1992). All of these descriptions indicate that
the Deafpeople feel that not only are they are not understood by the hearing world, but
that the way they are treated is harmfiil.
According to Nezlek and Kowalski (1997), interpersonal rejection ranks among
the most aversive ofhuman experiences. Abandonment, romantic rejection, expulsion
from social groups, ostracism, disavowal, and even disinterest generally evoke strong
negative emotion. The negative emotions usually result in anxiety over potential rejection
and depression over actual rejection.
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For example, take this description ofa Deafperson in a hearing work
environment as reported by her supervisor found in Higgins and Nash (1996):
She [deafemployee] would come to me quite often and just [say] she wasn’t making
new friends. She was taking it really personally and I would try to explain it to her
that I don’t thitik that it was anybody being deliberately nasty or.. .deliberately
leaving her out of things, but everyone was so busy and it does take... a lot of time
and effort and really paying attention to be able to listen and be able to understand
what she is saying ... I just tried to tell her that it wasn’t anything against her. It was
just that people simply didn’t have the time to invest (Foster, 1992, p. 89).
Even imagining rejection can cause emotional distress and physiological arousal.
In addition, perceived social exclusion can decrease self-esteem, enhance subsequent
motivation to obtain approval and acceptance, and affect social perceptions and
interpersonal behavior. This may account for the many Deafadults that only associate
with the hearing on a very limited base (Flier and Flier, 2000). There is not a more
fiendish punishment that could be devised, than that one is turned loose in society and
remain absolutely unnoticed by all the members (Nezlek and Kowalski, 1997). Another
example was foimd in the description ofa Deafhigh school student in a hearing high
school, as found in Baynton (1996):
It’s a few minutes before the class will start. Everyone’s fishing notebooks from
knapsacks and sharpening pencils, and it’s all ‘What did you put for the last answer
on the algebra?’ and ‘Tomorrow’s the last day for yearbook money, right?’ and ‘Ifwe
want to stay for the game, Tony says she can give us a ride.’ AU of the eleventh-
graders are speaking or listening, directly or indirectly. Except for one student, sitting
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Communication seems to be apparent in every cultiire, however, two ofthe
unique features ofDeafculture are that there is not always a common language between
parents and child, and there is no written form oftheir language. Thus, the Deafculture
becomes unique, and through this uniqueness, it becomes isolated (Redon, 1992).
Higgen (as cited in Lipton, Goldstein, 1997), suggested that alcoholism in the
Deafcommunity might be caused by the feet that Deafpeople tend to be cut off from
regular modes ofcommunication. Therefore, they receive little or no information about
drugs and alcohol. Not being exposed to the “Just say no” message may not be the only
reason for the prevalence ofalcoholism in the Deafcommunity. Crawford (1997), also
agreed that due to the residential schools overprotecting the Deaf students from exposure
to media discussions on alcohol problems and drug use; thus isolating students from
societal and family alcohol problems.
Jankowowski(1997), summarized the situation by stating that although from
outward appearances Deafpeople are no different from any one else, to be Deafusually
requires a different mode ofcommunication. It is that which makes society react. The
dominant society has created an ideology ofnormality that posits speaking and hearing as
normal. To maintain the norm, society has resorted to dividing practices designed to
place Deafpeople either out of sight, or within the mainstream of society. By isolating
the Deafpeople from society, the “universality” of speaking and hearing is maintained.
Limitation OfThe Literature
The literature overall attempted to provide explanations for the very complicated
question about the reasons for alcoholism. However, the main focus of the articles was
the inaccessibility ofthe current programs to the Deafand hard ofhearing population
(Redon 1992, Guthmann and Sandberg 1995, Crawford 1997, and Guthmann 1996). The
study conducted by Crawford (1997), examined the variables alcohol and auditory
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functioning, focused on the cause ofdeafeess not alcoholism. In addition, the research
was conducted in the United Kingdom, therefore may not be generalizable to the Deaf
population of the United States. Flier and Flier (2000) focused on the hearing child of
Deafparents. However, they were able to address issues ofresidential school and
isolation of the Deafcommunity. Finally as noted in Holt, Hotto, and Cole (1994) the
literature lacked state and local statistics and there are not any plans to examine those
numbers any time in the near future. The majority of the literature recognized the
alcoholism rate in the Deafcommunity to be a major issue. The strengths ofthe literature
lie in the feet that it covers a large amounts ofpossibilities ejqilained. Most ofthe studies
confirmed that the Deafculture is different; therefore, the context ofalcoholism among
other things is different. The literature also focused on the examination of the parents.
The parents ofDeafchildren were thoroughly covered in the bulk of the literature found.
The researchers pointed out that the environment where the Deafchildren grow-up is
very important in determining later effects of isolation.
Conceptual Framework
The literature showed that there are different ways ofunderstanding the rates of
alcoholism among the Deaf A different conceptual framework was chosen due to the
lack ofejq)lanation ofthe notion of isolation as a key fector in the alcoholism rates. The
ecological systems theory explores and recognizes the impact of the environment fectors
upon human functioning. For example, a substantial body of research indicates that
supportive social networks of fiiends, relatives, classmates, etc. mitigate the damaging
effects ofpainfiil life stresses (Hepworth, Rooney, and Larsen, 1997).
The system models were first created in the natural sciences and were later
applied to the human sciences. In the interim, the ecological theory developed fi'om the
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environmental movement in biology. The two concepts ofecological theory that are
especially relevant to this study are habitat and niche. Habitat refers to the places where
organisms live and in the case ofhumans the habitat is made up of the physical and social
settings within particular cultural contexts. At the times when habitats are rich in
resources required for growth and development, children tend to thrive (residential
schools and the Deafcommunity). When habitats are deficient in vital resources,
physical, social, and emotional development and ongoing functioning may be aversely
affected (the hearing world / the mainstream). The concept ofniche refers to statuses or
roles occupied by members of the community.
One of the tasks in the course ofhuman maturation is to find one’s niche in
society, which is necessary to achieve self-respect and stable sense of identity. This
ideology presumes that opportunities corresponding with human needs exist in society, a
presmnption that may be restricted for members of society for whom equal opportimities
do not exist because of race, ethnicity, gender, poverty, age, disability, and other like
factors (Hepworth, Rooney, and Larsen, 1997). In this study, the systems theory is
realized in residential schools. The students experience a very supportive network,
however upon leaving the school they are feced with deficient social environment. They
may then respond to life stresses, namely social isolation, by resorting to abuse ofdrugs
or alcohol. In this study the independent variable is isolation (real or perceived), and the
dependent variable will be the alcoholism rate.
The examination of the literature provided an overview ofpast research, as well
as, other researchers’ theories about the contributing issues surrounding the controversial
alcoholism in the Deafcommunity. As stated previously, the amoimt of research
available on this issue is limited.
CHAPTER THREE
METHODOLOGY
The methodology employed for this study is settings, sample, measures, and
procedures. The statistical analysis used in this research will be discussed as well.
Setting
The study was carried out within the state ofGeorgia (Decatur, Carrolton,
Bremen, Lawrenceville, and Atlanta) through the Georgia Council of the Hearing-
Impaired. The Georgia Coimcil for the Hearing-Impaired (GACHI) has two offices that
are located in Decatur, Georgia and Columbus, Georgia (the Decatur office was used).
The Georgia Council of the Hearing-In^aired provides many services for the Deaf
community. They make an advocacy service available, which assists individuals with
obtaining the necessary accommodations to ensure effective communication. They also
provide central locations for a variety of informational services and a list ofreferrals to a
wide range of services, activities and events. Their community awareness programs are
made available to the public in order to educate and expand the public’s awareness ofthe
issues pertaining to the Deafcommunity. They also have mental health workshops that




Eight Deafclients of the Georgia Council for the Hearing-Impaired voluntarily
responded to a questionnaire design by the researcher. Ilka Franklin- It’s validity and
reliability have not been verified, A convenient random sampling was used. The
appointments that were scheduled for the week ofMarch 20*-24*, 2000, were designated
for the administering ofthe questionnaire. Four ofthe participants were women and four
of them were men. The majority ofthe sample was Caucasian and aU were adults who
had some post-secondary education and could sign. After the permission for the survey
was granted fi'om the agency’s director and the employees responsible for the respective
clients, the employee, Zan Thornton conducted the questionnaire. The participants were
introduced to the procedure in sign language. The clients ofGeorgia Council ofHearing
Impaired were chosen due to their access to members ofthe hearing-impaired population.
The sample is limited, as the participants are receiving services fi’om the agency, due to
some personal issue that may be substance related, or connected with their mental health.
Thus, they may not be representative ofthe Deafcommunity in Metro Atlanta, Georgia.
Also, due to the relationship between the employee who administered the questionnaire
and the participants, the clients may have been less likely to be forthcoming about their
habits and their feelings. Therefore, the study may lack external validity.
Data was colleted during the month ofMarch on the days of 15* - 18*. Eight
clients of the Georgia Cormcil ofthe Hearing-Impaired (GCHI) were given a 25-item
questionnaire. The en^loyee ofGACHI administered the questionnaires completely in
American Sign Language (ASL), as according to Sullivan, Joy, and Steinberg (1998),
most ofthe Deafpopulation experiences difficulty and discomfort with written English.
The participants were told that their participation is voluntary and that their participation
comes with guaranteed confidentiality. The questionnaire was given 10 minutes before
the home visit officially started.
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Measure
The questionnaire developed by the researcher. Ilka Franklin, measured
attendance ofresidential schools, social isolation, and alcoholism. As found in Lipton and
Goldstein (1997) the actions and attitudes were asked with a 2-part questionnaire. The
first part consisted of 10 alcohol in-take questions and 4 isolation questions. The second
part consisted of7 demographic questions and 7 questions about Deafiiess and the type of
school they attend. The survey is designed to measure the prominence ofalcohol abuse
among those who have attended residential school. The questionnaire contains restricted
and partially open-ended items. For example, “Are you Deaf’ yes ^no; and “How
old are you”: ? The instrument was given to the participants in the written English
form, as well as translated into ASL by an interpreter. An interpreter was used due to the
noted low average written English reading level ofa Deafperson graduating fi-om high
school are on average on third and fourth grade level (Lipton and Goldstein, 1997). ASL
does not translate word by word, but captures the meaning ofthe sentence. For example,
the question “Have you ever been treated in a formal program?” was interpreted in sign
language as “Go AA finish? Go to hospital why? Problem alcohol-beer, wine, whisky,
like that?” It should also be noted that ASL has no signs for concepts such as addiction,
alcoholism, or sober (Crawford, 1997). Reliability and validity ofthe questionnaire used
have not been tested.
Design
The study’s design contains a one-group post-test only design (X O), where X
measures the isolation and alcoholism and O is the Franklin’s Alcoholism and Isolation
questionnaire. Venturing out into a predominantly hearing environment exposes Deaf
people to isolation, which might be a contributing factor ofalcoholism. In using this type
ofdesign, the researcher explored the relationships between these variables. The one shot
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case study (XO) does not risk confounding the study with pretests or many post-tests.
The weakness ofthe one shot case study (XO) is the inability to conclude whether the
independent variable had an effect, or whether other variables affect the alcoholism.
Confounding variables may have compromised internal validity of the study. For
example, the gene that causes the participant to become Deafcould also cause
alcoholism. Also, the feet that SOpercent ofDeafpeople are bom to hearing parents, who
very seldom leam how to communicate with their children, produces an isolated situation
within the home.
Analysis
The SPSS-PC 9.0 statistical package was used to analyze the data through
frequencies and descriptive statistics. Crosstabs were used to analyze the hypothesis by
correlating between the isolation and alcoholism answers in the Franklin’s questionnaire.
The research question, “Does isolation of the Deafhave an effect on their alcoholism
rate”, will be measured using crosstabs with: (1) Did you attend a residential school? (2)
Have you ever been treated for alcoholism?
Hypothesis
The hypothesis assumed in this study is:
HA= Social Isolation experienced in a predominantly hearing environment will increase
the alcoholism rate of the Deafand hard population.
With an null-hypothesis of:
HO= Social Isolation ejq)erienced in will not increase the alcoholism rate of the Deaf.
CHAPTER FOUR
RESULTS
This sectionwill present the results ofthis study. This will include demographic
data as well as its presentation. The hypothesis stated that isolation is a key factor in the
alcoholism rate among the Deafpopulation. The research of the data did not reveal a
relationship linking isolation and alcoholism in the Deafcommunity. Although, the
crosstabs confirmed weak results, halfof the sample reported past treatment for
alcoholism and a little over halfofthe sample reported feelings of isolation. The
demographics collected form the eight participants are summarized in Table 1. Ofthe
eight participants, four were female and four were male. The majority of the sample was
Caucasian, five out ofeight, followed by two Afiican-Americans and one participant
classified as Asian or Pacific- Islander. The ages ranged fi'om 22 to 51 years, with an
average age of 33 years. Three of the participants did not complete high school, 1
completed high school only, and 4 attended college. However, no one in this sample
graduated fi*om college. The majority ofthe sample reported earnings of less than
$10,000. Six of the participants were bom with their hearing-impairment. All of the
participants were bom to hearing parents. When asked to rate their parents’ ability to use
sign language on a scale of 1 to 10, ranging fi-om 1 for poor to 10 for excellent, all the
respondents rated their parents with poor use ofSign Language. Seven ofthe eight












Asia ofPacific- Islander 1 12.5
Education
Less than high school 3 37.5
High school graduate 1 12.5
Some college 4 50.0
Bom with hearing impairment
Yes 6 75.0
No 2 25.0




The hypothesis states that isolation is a key fector in the Deafpopulation’s
alcoholism rate. Two questions in the questionnaire related to this statement: (4) Have
you ever been treated for alcoholism in a formal program? And, (13) Do you feel left out
on most occasions while outside of the Deaf community? (See Table 2).
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Table 2
Crosstabs ofAlcohol Treatment with Isolation
Variable Feel left out Do not feel left out
Yes, treated for alcoholism 3 1
No, not treated for alcoholism 3 1
Table 2 indicates that there are no differences in the experience of isolation
between those who have been treated for alcoholism and those who have not. Although,
isolation is high, there is not a connection to the alcoholism rate. Three of the 4
participants, who admitted to be treated, felt isolated in the hearing world. The same
result applies to the not treated people, (see Figure 1).
ISOLATION NO ISOLATION
Figure1. Feelings of Isolation and Alcoholism
Related Questions
The questionnaire contained other relevant questions for this research. The
following questions were related to the experience of isolation: (11) Are your parents
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hearing? (14) Do you go outside ofyour community often? (15) Do you socialize with
the hearing population (those without the knowledge of sign language)?
Table 3
Crosstabs of Isolation with Hearing Parents
Variables Feel left out Do not feel left out
Parents Hearing 6 2
Parents Deaf 0 0
Summary
Due to the nature ofthe sample details of the questionnaire being interpreted to
sign language was also explained. The design was also discussed in this chapter, along




The hypothesis stated that isolation is a key factor in the rate ofalcoholism among
the Deafpopulation. The analysis of the data did not reveal a relationship between
isolation and alcoholism in the Deafcommunity. Halfofthe sample reported past
treatment for alcoholism and a little over halfofthe sample reported feelings of isolation.
However, the crosstabs showed weak results. Speculation about this finding is that the
sample size was too small to explore this type ofconnection. Similar research has
produced different findings when it contained larger samples. Many studies, with sample
sizes greater than 10, Isaacs’ et al. study (as cited in both Crawford, 1997 and Jordan
2000) have clearly found that those who are marginalized by society have a tendency to
drink more to reduce additional stress. They also foimd that alcohol use took place when
the groups were seeking relief for feelings of depression and isolation, or desiring
alleviation of the chronic stress associated with being stigmatized, both interpersonally
and intrapersonally. Crawford (1997), in his research, cited that critical fectors in Deaf
excessive drinking behavior could include alienation fi'om the dominant hearing culture.
Kearns (1989), also noted that the hearing world, exhibit strong insensitivity to the
special needs ofhearing impaired persons. They may then withdraw fi'om the hearing
world. These behaviors at least lay the groimdwork for isolation, and it is suggested that




Another speculation for the rejection of this study’s hypothesis is the
controversial nature ofthe topic; there is the possibility that the respondents were not as
forthcoming with their personal disclosuresJn the literature several authors (Boros (as
foimd in Lipton and Goldstein) 1997 and Lipton and Goldstein’s 1997) agreed that the
Deafcuhiue includes values that strongly stigmatize the abuse ofalcohol and drugs,
especially when interacting outside the Deafcommunities. The abuse ofalcohol or drugs
is thought to be a moral flaw or a weakness in character.
Yet another speculation about the missing connection ofalcoholism and isolation
in this study could be the correlation ofalcoholism with other variables presented in the
literature. For example, Crawford (1997) and Guthmaim (1996) reported that all of the
excessive drinkers attended only residential schools for the Deaf. This was due to the
schools overprotecting Deafchildren from the issue ofproblem drinking and drug use;
also having failed to include substance abuse prevention in the curricula.
Other variables examined in this study were: The hearing status of the
participants’ parents and their ability to use sign language, going outside the Deaf
community often, and whether or not they attempt to socialize with the hearing
populatioa All eight respondents were bom to hearing parents. Three-fourths ofthe
sample reported feelings of isolation within the hearing world, agreed with this statistic
by pointing out that communication difficulties often exist in &mily systems with a Deaf
member, since 90percent ofall parents ofDeafchildren are hearing and may not be able
to communicate with their childrea Parents and children belong to different cultures.
Guthmann (1996) also stated this lack ofcommunication may put the Deafchild at higher
risk for potential substance abuse problems.
The other variables examined also reiterated that although the Deafperson admits
to reaching out to the hearing world, isolation continues to be experienced. Vandervoort
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(1999) found that social contacts do not ward off loneliness; it is only when these
relationships involve emotional intimacy and disclosure that one is freed from loneliness.
While many studies in the literature show that a relationship between alcoholism
and isolation in the Deafcommunity does and does not exist, this study established that
both isolation and alcoholism is experienced in the deaf commimity. It is believed that
both the Deafand hearing community need to be educated. The Deafcommunity is in
need ofeducation ofalcohol and other illegal substances. It may also be helpful to
provide information and healthy techniques of coping with daily stressors. The hearing
community need to be made aware of their exclusion and the potentially harmfiil effects.
There is also a need for the hearing community to be educated about the cultural
community of the Deaf Programs that treat substance abuse should also be educated
about this population.
The problem ofalcoholism in the Deaf community is a reality. And it is not likely
to go away because we ignore it. The Deafcommunity can achieve recovery only when
they have access to education, national campaigns on substance abuse, and treatment.
Limitations of the Study
There are several areas that are problematic in this study. The number of
respondents was relatively small; therefore the findings should be interpreted
conservatively. By increasing the numbers of respondents, it is possible that the results of
this study would be different.
It is very clear that alcoholism is prevalent among the Deafcommunity. However,
methods used in sampling could also be problematic. The participants were all receiving
some type ofservice (counseling, advocacy, or referrals to other agencies) from The
Georgia Coxmcil of the Hearing Impaired. Therefore, this study could not be generalized
to the population. Also, due to the process in which the instrument was given, anonymity
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was not possible, therefore, the respondents were possibly not as forthcoming as they
could have been. By employing the use ofa video taped explained questionnaire (sign
language), anonymity could have been guaranteed thus resulting inmore open and
truthful answers. Lastly, it could be assumed that the relationship between the employee
who administered the questionnaire and the participants, her clients may have been less
likely to be forthcoming about their drug abuse habits and their feelings.
Further research in the area of the Deafcommunity and alcoholism should be
conducted. The research should include a fairly large sample, enough funding to carry out
the labor-intensive interviews, as well as, an abundance of time. There may also be a
need to establish a trust relationship before attempting to collect such controversial
information in the Deafcommunity; this may include attending Deaf sponsored events or
finding a hearing person already established in a trusted position with the Deaf
community to represent the research and researcher.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRATICE
Large numbers of deaf alcoholics have been forced to struggle without the help of
community agencies. Even with the alcoholism agencies, barriers exist because the
programs have been designed for verbal, hearing clients. Counselors do not
understand the psychosocial aspects of deafhess or the specific forms of denial that
occur, and they do not possess manual communication skills. Agency budgets do
not traditionally include funds for sign language interpreters.... It is the encounter
with confusion and ambivalence found in these situations that have caused deaf
alcoholics to avoid agencies, increasing their frustration [and their denial] about
being different (Redon, 1992, p. 106).
Social workers interact with marginalized populations and the Deaf population is
one of those populations. Alcoholics are part of the marginalized as well. This study’s
purpose was to examine both factors as a combination. The focus was on the factors of
isolation (being part of the marginalized) on the alcoholism rate of the Deaf community.
It was expected that isolation would be clearly linked with the alcoholism rate. The
results, however, showed that there was no relationship in the person who experienced
isolation in the hearing community and their alcoholism rate. Although the hypothesis
was not proven, isolation and alcoholism was found to be a major issue of the
respondents. For social workers it is important to note the issue as part of our knowledge
about the Deaf culture.
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Colleges and universities should explore the possibilities of introducing the Deaf
culture into their curricula. Social workers should seek to enhance the social fimctioning
of individuals and groups; this would include interaction between individuals and groups
and their environment. Information from this study would assist the social worker in
understanding the issues that may be responsible for the clients’ alcoholism.
Due to the findings ofthis study there should be actions taken to implement drug and
alcohol classes and counseling during those crucial residential school years. The results
ofthis study may prove to be useful to the parents of the Deafand hard ofhearing
children.
They will be able to make an informed decision about their children’s future. As
advocates, mediators, educators, and counselors, social workers need to spend the extra
time necessary to understand a person with a hearing lost. It may be necessary to explore
aU important dimensions of their life, be it communication (How would they prefer to
communicate with you?), culture, (Address what they feel are the similarities and the
differences, and what they feel is in:q)ortant.), as weU as the political (What are the issues
the Deafcommunity are facing, maybe even how are they approaching the problem?).
The process is time consuming, however it is also pertinent for a positive relationship to
develop.
APPENDIX Al: FRANKLIN’S QUESTIONAIRE: THE DEAF COMMUNITY AND
ALCOHOLISM
(The Written English Version)
I am conducting this study to evaluate the thoughts and feelings about the deaf
community and alcoholism. The survey is anonymous and your completion of the survey
indicates your voluntary participation in the project. There are no right or wrong answers;
I would just like to know your experiences. Please indicate your opinion by placing an
“X” in front of the answer that best describe your feelings.
(1) Which of the following best describes how many alcoholic beverages you drink
per week? ^none 1 to 2 3 to 5 more than 5
(2) Please indicate your most frequent environment in which you consume alcohol.
parties only bars w/friends ^bars w/o friends ^alone at home
N/A
(3) Please indicate how often you have blacked out in 1999.
^none ^once ^twice ^three times or more
(4) Have you ever been treated for alcoholism in a formal program?
yes ^no
(5) Have you ever missed work/school due to alcohol consumption the night before?
yes ^no
(6) Ifanswered yes; how often have this occurred?
once twice three times or more
(7) Indicate under which circumstances do you usually drink alcohol.
anger loneliness fiustration ^boredom
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(8) Alcohol helps me cope with day-to-day living.
^true ^false
(9) Although I have a drink daily I can stop any time I want to.
^true ^false N/A
(10) Consumption ofalcohol is wrong.
^true false
This section asks for some general information about you. Please check or fill in the
blank with the appropriate information for each question. Remember that any information
that you give will not be shared with anyone else, and that you will not be personally
identified in any way.
(1) How old are you? years old.
(2) What sex are you? Male Female
(3) What is your racial background?
Black/Afiican American White/Caucasian
^Latino/Hispanic Asian or Pacific Islander
American Indian or Eskimo Multi-racial
(4) Did you attend a residential school?
^Yes No
(4b) Ifyes, how many years?
(5) How fer have you gone in school? Please check the highest level con^leted to
date.
^Less than high school ^Bachelor’s degree
^High school graduate or GED ^Master’s degree
Some college or trade school ^Ph.D.
APPENDIX A1 - Continued
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(6) What is your present job situation?
Working fiill-time (30 or more hours) ^Full-time student
Working part-time Part-time student/working
Retired Homemaker
^Unemployed Other
(7) What is your approximate annual income?
Less than $10,000 $30,000 to 39,000
$10,000 to 19,999 $40,000 to 49,000
$20,000 to 29,000 Over $50,000
(8) What is your current marital status?
(9) Were you bom with a hearing impairment? yes ^no
(10) Are you able to read lips? yes ^no
(11) Are your parents hearing?
(12) If yes rate their ability to use sign language (ASL or SEE) to communicate with
you. (l=poor up to 10=excellent)
(13) Do you feel left out on most occasions while outside of the Deaf community?
yes ^no
(14) Do you go outside ofyour community often? yes ^no
(15) Do you attempt to socialize with the hearing population (those without the
knowledge of sign lamguage)? yes no
(16) All hearing-impaired children should go to a residential school. tme false
(17) Life outside residential school is dramatically different from my life now.
true false
APPENDIX A2: FRANKLIN’S QUESTIONNAIRE: THE DEAF COMMUNITY AND
ALCOHOLISM
(American Sign Language Gloss Form)
A- study for research about deafand alcohol wrong-use.
B- No name on paper, not put name on paper
C- Volunteer
D- no right or wrong answers
E- experiences-what? Answer questions
F- Answer how? “X” by answer EXAMPLE: I drink 1 beer day
(yes?) X true false
(1) Number alcohol drink (ALCOHOL mean any beer, wine, wine cooler, vodka,
whiskey, like that) all-together one week? (before in jail)
none (0) 1 to 2 3 to 5 more than 5
(5+)
(2) Most-of-the-time, where go drink?
parties only bars w/ friends bars without friends
^at home alone Answer not here (or I do not
drink alcohol)
(3) Drink alcohol, forget happen? Number happen in 1999?
none (0) once (1) twice (2) three times or more
(3+)
(4) Go AA finish? Go hospital why? Problem alcohol-beer, wine, whiskey, like
that?
yes no
(5) Drink alcohol, next morning sick-call work/school cancel (call in sick/
miss work-school?
yes no
(6) Yes, cancel or miss work/school. Why? Alcohol. How many days miss/sick?
once twice three times or more
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APPENDIX A2 - Continued(7)Why drink alcohol? Feelings what?
anger (mad) alone bother-bother (frustrated)
bored
(8) Alcohol helps me. How? daily.
true (yes) false (no)
(9) I drink alcohol ever day, but stop anytime, yes I can.
true (yes) false (no) ^Not Apply(10)Drink alcohol wrong (guilty)?
true false
DEMOGRAPHICS (INFORMATION)
For basic information about you.
B- Answer by checkmark or X
C-Confidential
(1) Old you? years old (age)
(2) Gender you? Male (manAx)y) Female(woman/girl)
(3) Race/Ethnic/Color you
^Black/African American White/Caucasian
Latino/Hispanic Asian or Pacific Islander
American Indian or Eskimo Multi-racial
(4) Go to DeafSchool ( deaf institute)?
Yes No
(4b) If Yes-go to deaf institute, how much years?
(5) Finish school? How much finish?.
less than high school (12 grade lower)
Bachelor’s degree
high school graduate (finish High school/GED)
Master’s degree
Some college or trade school(tech schoolA^R school)
PhD
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(6b)Yearly (annually), How muchmoney total (gross-before taxes) ?
Less than $10,000 $30,000 to$39,999
$10,000 to $19,999 $40,000 to $49,999
$20,000 to $29,999 Over 50,000
(7) Married status?
(8) Bom deaf? yes ^no
(9) Read lips? yes ^no
(10) Parents hearing? yes no
(10b) Parents use sign language (ASL or SEE) ? yes ^no
(10c) Ifyes rate parent(s) sign language use (ASL or SEE)
l=poor/lousy/bad to 10= excellent/very good :
(11) Not in Deaf community, feel alone (left out?)
yes ^no
(12) You go away fi'om Deaf community? yes ^no
(13) You socialize with hearing people (they not use sign language) ?
yes ^no
(14) All Deaf children should go to a deaf institution school (residential
school)
^tme (yes agree) false (no, disagree)
(15) Life outside Deaf institutional school different fi’om my life now
^tme (life change from school) false (life not change
much from school)
APPENDIX B; INFORMED CONSENT
The experiment in which you are about to participate is designed to investigate the
relationship between isolation and alcoholism in the hearing-impaired community. The
research will involve you filling out a questionnaire. Ilka Franklin, a Clark Atlanta
University graduate level social work student, is conducting this study. Res\ilts will be
used to better imderstand the impact of isolation on the alcoholism rates in the Deaf and
hard of hearing communities and to make recommendations for future training and staff
development.
Participation in the research is totally voluntary; those who elect to take part may
choose to discontinue participation at any time without prejudice. Information will be
summarized in a way that will maintain individual confidentiality. Further information
regarding the research may be obtained fi-om Ilka Franklin at 404-758-2204 via Georgia
Relay Center.





APPENDIX C: DESCRIPTIVE STATISTICS
Variable N Minimum Maximum Mean Std.
Deviation
age 8 22.00 51.00 32.75 10.39
sex 8 1.00 2.00 1.50 .53
race 8 1.00 4.00 2.63 1.06
residential school 8 1.00 2.00 1.25 .46
Years attended 8 .00 13.00 8.50 4.38
Education 8 1.00 3.00 2.13 .99
Job status 8 1.00 8.00 3.38 3.07
Income 8 1.00 3.00 1.50 .756
Marital Status 8 1.00 2.00 1.25 .46
Bom Hearing-
Impaired
8 1.00 2.00 1.25 .46
Read Lips 8 1.00 1.00 1.00 .00
Parents Hearing 8 1.00 1.00 1.00 .00
Parents use Sign-
Language
8 1.00 2.00 1.63 .52
How Fluent 8 .00 10.00 2.00 3.66
Feel Left Out 8 1.00 2.00 1.25 .46
Out Side Deaf
Community
8 1.00 2.00 1.12 .35
Socialize with
Hearing Pop.
8 1.00 2.00 1.25 .46
Life is Different 8 1.00 3.00 1.50 .76
*Alcohol
Consumption
8 .00 4.00 1.63 1.60
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